Introduction
After the financial crisis in 2008, there has been an economic recession in many European countries, and even in countries with economic growth, unemployment is still high. Income inequalities have also continued to rise during the recession. This supplement of the Scandinavian Journal of Public Health features 10 original articles that address some of the consequences these trends have for public health in Europe and public health policies in Norway. The articles are based on papers that were presented at a national conference entitled 'Welfare state and health inequalities under economic recession' that took place at Oslo and Akershus University College in May 2016. In the following, the guest editors place these contributions in a larger context and give some thoughts on lessons learned and the way ahead.
Income inequalities have been on the rise in most Western countries over the past 30 years, also in the traditional egalitarian Nordic countries [1] . To quote the Organisation for Economic Cooperation and Development (OECD): 'Across OECD countries, the average Gini coefficient of disposable household income reached 0.318 in 2014. This is the highest value on record, since the mid-1980s' (http://www. oecd.org/social/inequality.htm) [2] .
The driving forces are multiple, including globalization of trade and finance, technology development and an associated increased labour income inequality, changes in labour market institutions, and unionization [3] . Redistributive public policies, and in particular social and welfare policies, which are the prime focus in this supplement, are also some of the most influential factors. The power of redistributive policies is usually indicated by the inequality gap between market incomes and disposable incomes. Long-term trends in inequalities in market incomes have shown a general increase since the 1980s and at the beginning of the Great Recession. During this period, redistribution policies, i.e. taxation and public transfers, markedly reduced inequalities generated by market income inequalities, but less so around 2005 than 20 years earlier. For example, the average Gini for 12 OECD countries shows that inequality in disposable income rose from the mid-1980s (Gini = 26.7) to the mid-2000s (Gini = 28.3) (OECD [4]: Table 7 .2). The economic recession, and in particular the development from 2010 onwards, has deepened these inequalities. Since then, the redistribution due to taxes and transfers has 'weakened or stagnated in most OECD countries' (OECD [5] : 4). Economic resources include much more than just income. It is well known that wealth has grown tremendously over the past decades and at the same time has become much more unevenly distributed than for example income [6] . Reliable data are scarcer for in the US. The least unequal distribution of wealth was found in Greece and the Slovak Republic [7] .
Why are growing inequalities in income and wealth a problem? What are their detrimental consequences, if any? Multiple is the short answer, and in particular, if combined with a recession, the mix may be toxic. Inequality is a political and democratic problem in the sense that the rich and wealthy are able to accumulate disproportional political power. It is an economic problem to the extent that it hampers economic growth and may even cause economic busts. It is a social problem as it may undermine social trust, social integration and social mobility by paving the way for social conflict and disruption, and by causing a number of 'social ills' such as teenage pregnancy, imprisonment rates, homicides and mental illness [8] . Last, but not least, social inequalities translate into health inequalities and shorten lifespans, reduce quality of life and capacity to act, and unjustly undermine freedom [9, 10] .
It is interesting to note that the view on and assessment of social inequality has actually shifted over the past few years. This shift in appraisal is clearly observed in powerful international organisations such as the World Bank, the International Monetary Fund (IMF) and the OECD. These organisations have turned 180° around from arguing that inequality is a necessary precondition for economic growth to arguing that it is harmful for growth and prosperity. See e.g. the World Bank's recent concern with rising income inequalities in many countries around the globe [11] .
During the past eight years, Europe has experienced an economic recession. Although economic growth is picking up in many countries, unemployment rates remain stubbornly high. In addition, countries that were barely affected by the financial crisis in 2008 are now starting to face problems, e.g. Norway and Finland. For many people, working and living conditions have deteriorated. As already mentioned, during the recession inequalities have continued to rise from record-high pre-crisis levels. This adverse development may have consequences for population health and health inequalities. however, the degree to which public health is affected by economic busts similar to the current downturn is likely to depend on the policy choices that governments make. Some prominent scholars in the field claim that it is austerity policies that kill, not the economic crisis per se [12] .
'Governments' may also include local governments, such as municipalities. To an increasing degree in many countries, the local level has been ascribed a larger responsibility for public health policies including policies to reduce health inequalities and to address the social determinants of health. This is for example seen in Norway and in other Nordic countries [13, 14] . however, in a situation where the economy takes a turn for the worse and the national government does not seem to bother too much about health inequalities, as in Norway, the question arises whether the municipalities are capable and willing to shoulder this responsibility.
This supplement of the Scandinavian Journal of Public Health addresses the public health challenges imposed by the recession, and the increasing inequalities from an international perspective, but also has a specific focus on the recent political developments in Norway relating to local action to tackle public health issues, including health inequalities. This was the background for the conference that we organized at Oslo and Akershus University College of Applied Science (hiOA) in May 2016 entitled 'Welfare state and health inequalities under economic recession' (https://www.berg-hansen.no/event portal/?E=1489&A=56899&Att=0&WebNo=1&Se c=EgdpksyfihljEmJc). The conference was the result of a collaboration between Oslo and Akershus University College, Centre for health Equity Studies in Stockholm, and The Norwegian Directorate of health. The conference was funded by the Norwegian Research Council, Strategic University College Programme, grant no. 221037, 'health Inequalities, Economic Crisis, and the Welfare State'. The conference featured three plenary key notes and 18 oral presentations in six parallel sessions. The 10 original articles published in this volume are all based on the presentations given at this conference. All articles have undergone the Journal's regular peer review process. The selection of articles reflects the conference's focus on the current economic recession, its public health consequences and the welfare state. The latter term is perhaps a little misleading as attention is directed more towards the welfare 'municipality' than the welfare 'state'. This displacement of focus reflects a more recent policy shift in Norway and elsewhere in Scandinavia, where the local level is ascribed a more prominent role in the production of health and welfare on behalf of its citizens. This also involves responsibility for addressing the social determinants of health, e.g. income, social integration, education and living conditions, as well as the social distribution of these determinants. This may be quite a heavy task, and one question is how municipalities meet this challenge.
In the first article, Céline Thévenot sums up recent research knowledge on the development of income inequality in the rich part of the world, i.e. the OECD countries, over the past decades. There are theoretical arguments on the ways in which inequality affects economic growth. Inequality might boost growth by providing incentives to work, invest and take risks -or by increasing aggregate savings. Counter arguments are that inequality might decrease growth by inducing missed opportunities for investment by the poor, by favouring distortionary, antibusiness policies, by engendering social conflict, and undermining social trust. We may also add that if inequality affects health negatively and increases health inequalities, this is likely to harm economic performance, for example by impairing and/or reducing the workforce. As indicated above, the first group of arguments have dominated among national political elites and international organizations since the 1980s and up to recently. however, which set of arguments receives support from Thévenot's analysis? First, she shows, as expected, that income inequality has increased over the past 30 years in almost all countries in the OECD area. The recession has exacerbated this long-term trend. Secondly and perhaps more surprisingly, her analysis shows that rising income inequality is related to lower economic growth, thus corroborating the second set of counter arguments accounted for above. One reason for this is, as Thévenot demonstrates, the undermining of educational opportunities and poorer cognitive performance of children in families with lower incomes, a result that underscores the view that to achieve equality of opportunity, one needs to ensure equality of result, i.e. to even the playing field [11] .
In the second article in this volume, David Stuckler, Aaron Reeves and Martin McKee develop an argument for why researchers should and how they can catch the attention of policymakers responsible for public finances and influence their decisions. They criticize the 'austerity' programmes being pursued in many European countries for slowing down economic growth. They suggest using conventional macroeconomic methods to make the economic case for investing in health and then go beyond these to argue for a 'multiplier approach' to health investment. As an example, the authors re-estimated IMF figures and demonstrated that the size of the multiplier effect varied widely across government sectors. The multipliers were especially large, up to ~€3, in health, education and social protection, compared with the average public spending effect of €1.7. To recover from recession and boost economic growth, investments in health, education and social protection are consequently very effective ways of spending public money. Such information should guide government's budgetary decisions.
In the third article, Kenneth Nelson and Anne Grete Tøge use European Union Statistics on Income and Living Conditions (EU-SILC) to study how health inequalities, according to employment status, gender, age, family type and education, have developed in the wake of the Great Recession in European countries. They find that the unemployed, particularly those who were unemployed in all years of observation, experienced a steeper decline in self rated health than the employed individuals did. Respondents of prime working age (25-54 years) had a steeper decline than their younger and older counterparts, while single parents had a more favourable trend in self-rated health than dual parents. The authors, however, did not find evidence of increasing health inequalities between the genders or levels of educational attainment.
Article four focuses on well-being in terms of life satisfaction (LS). Jocelyne Clench Aas and Arne Holte examine changes in LS using several waves of the European Social Survey. The authors' main finding is that the financial crisis contributed to an overall decrease in LS in European countries that lasted several years, over and above the strong negative relationship with unemployment. The authors' reasoning that even if this decline is not dramatic, it might hamper economic growth and countries' abilities to recover from the crisis since individual LS is related to the productivity of workers. A little surprisingly, they found that the negative effects on LS were somewhat stronger among those who were better off in terms of education and occupational status, than those who were worse off.
In a twin article (articles five and six), Therese Saltkjel, Mari Holm Ingelsrud, Espen Dahl and Knut Halvorsen directly address the crisis/austerity proposition put forward by Stuckler and Basu [12] . Saltkjel et al. used EU-SILC data to examine how the economic downturn affected educational health inequalities in the EU countries. They used a method rarely used in this field of research, so called fuzzy set analysis, as a means to construct different configurations of crisis and ensuing public policies. In part I, the authors offer one way of operationalizing the severity of crisis and austerity in order to group countries together as specific configurations of crisis and policy responses. They classified 29 European countries into 'ideal types' and found that most of them faced severe crisis combined with no austerity in the initial phase of the Great Recession. In later phases, they found differences between the countries. Some countries consistently showed signs of austerity policies whereas others did not. This approach to place European countries in different crisis-policy response categories was then used to analyse the prevalence of self-rated health in part II of the paper. here they analysed how configurations of the two phenomena are related to changes in population health five years into the economic downturn, and explored whether the real danger to public health is the interplay between austerity and crisis, rather than the crisis itself. Overall, the fuzzy-set analysis did not support Stuckler and Basu's [12] crisis/austerity thesis, as the countries that experienced recession and austerity were not consistently the countries with deteriorating health.
In the seventh contribution to this volume, Wenche Bekken, Espen Dahl and Kjetil van der Wel discuss the shift of focus from national to local-level policies in reducing social inequalities in Norway in depth. They describe how the 2012 Public health Act represented a reinforcement of policies to reduce health inequalities at all three levels of government. They also argue, however, that policies pursued by the current national government are likely to make local action to tackle health inequality difficult. In particular, universalistic policies with a focus on the gradient seem to be running out of fuel. Other challenges are an insufficient capacity for effective action, particularly in smaller municipalities, and a rather weak knowledge base, including systems to monitor social inequalities and a general lack of evaluations of trials and new initiatives. Thus, the Public health Act poses new opportunities as well as new obstacles for the local level to craft policies to reduce social inequalities in health.
In article eight, Kjersti Halvorsen Engeseth addresses the strategies that one Norwegian municipality has developed to deal with public health challenges. The first part discusses challenges in public health conditions in the municipality and the framework given by the national authorities. The second part outlines the municipal governance and the relation between municipal plans, political decision-making and priorities. Part three gives an account of how the municipality integrates intersectoral work in different initiatives based on municipal plans and political priorities. The author then reflects on how a municipality works with inequality in health and illustrates the correlation between political plans, political decisions and services provided to the citizens. The author puts forward several important claims: for the municipality to work effectively to reduce health inequalities, it needs a good knowledge of the composition of the population in different areas; strategies to reduce health inequalities need to be integrated into the planning system; initiatives to tackle health inequalities need to include universal measures, as well as measures targeted at marginalized individuals and measures to improve specific contexts; finally, to handle such complex challenges, intersectoral collaboration is required.
Dina von Heimburg and Berit Hakkebo present in article nine a case study of the implementation of the Principles of health and equity in all policies (hEiAP) in two Norwegian municipalities, and identify key success factors in this implementation. The article stresses the importance of the accumulation over time of both system capacity and human capacity in the municipality. The case highlights factors such as the integration of hEiAP in the planning hierarchy; access to and analysis of statistical data on social inequalities; national legislation such as the Public health Act and the Planning and Building Act; active use of theoretical perspectives to frame the problem; and anchoring the strategy among policymakers and other stakeholders. The authors remind us that implementation takes time, so key actors must be patient, yet 'keep pushing forward'.
In article ten, the effects of the Norwegian Public health Act are further explored by Marit Helgesen, Elisabeth Fosse and Susanne Hagen. They use quantitative indicators from two surveys (one in 2011 and one in 2014) of the implementation of the Act across all Norwegian municipalities. They conclude that 'the cooperative turn' in public health policy has taken place, partly as an effect of the Act. Many municipalities play a vital role in reducing health inequalities in a 'whole of government' approach, establishing intersectoral working groups, monitoring health determinants, and feed monitoring results into the planning and decision-making processes. Public health coordinators, now present in 85% of the sampled municipalities, have had an instrumental role in building this capacity. Not all municipalities have reached this stage, but the process has started in most. In the municipalities that are lagging behind, there are indications that the public health coordinator function is under-funded, illustrating the importance of human capacity for hEiAP at the local level.
Summary and some lessons learned
Income inequalities have increased over the past decades in the Western world and so has the distribution of wealth. The Great Recession that started in 2008 has exacerbated these inequalities and has thrown many people into unemployment. According to the social determinants of the health perspective, these developments are expected to harm public health and to increase health inequalities [9] . The studies in this supplement to the Scandinavian Journal of Public Health indicate that the relationship between the Great Recession and public health and inequalities in health and well-being is quite complex. It seems clear that unemployment is bad for health and well-being. however, increasing socioeconomic inequalities in these outcomes do not automatically follow, as Nelson/Tøge and Clench Aas/Holte show. On the contrary, by reducing LS more among higher socioeconomic groups than among the lower, recession may even lead to a reduction in inequalities in well-being, but at the cost of a lower general level of well-being. The investigation of the hypothesis that it is austerity that is harmful for population health, not the crisis as such, also finds little empirical support by the fuzzyset analysis presented by Saltkjel et al.
These findings are important, but they also have some limitations and are in need of some qualification. First, only short-term impact on health is measured, and the long-term consequences may well be more severe. As Thévenot documents, inequalities hamper social mobility in particular among the low educated. As education is a key determinant of health, it is likely that increasing inequalities in the wake of the recession will lead to larger inequalities in social outcomes and health in the future. Another detrimental health effect of the crisis is that, to the degree that LS affects the productivity of the workforce, it may slow recovery and in the longer run curb economic growth. Another qualification is related to the self-reported measures used. Other health measures, such as mortality, certain causes of mortality, physiological measures of stress, and measures of depression and anxiety may paint a different picture. The use of survey methodology may also result in non-response bias that systematically leads to the underestimation of health problems and inequalities in health.
It is important for future research to investigate long-term health effects and follow the development over time. This is particularly important if one is interested in whether and to what extent welfare systems act as a buffer against the potentially unhealthy consequences of the crisis, not least among children and young people. In a life course perspective, it is likely that one may detect health problems caused by the current crisis 20, 30 or even 40 years from now when children who have grown up under economic crisis and/or recession come of age.
Wider inequalities, high rates of unemployment and sluggish economic growth have a significant impact on population social and health-related outcomes. how do the municipalities respond to these challenges? In Norway, unemployment has hit the 'oil dependent' municipalities in the western part of the country hardest, leaving most other municipalities unaffected. The big picture, and the good news thus seem to be that capacity building and intersectoral cooperation at the municipality level has proceeded since the early 2010s.
According to the Public health Act of January 2012, Norwegian counties and municipalities are required to have sufficient overview over health conditions and influencing factors in order to contribute to societal development that promotes public health and reduces social inequality in health. Municipal obligations include intersectoral policies for health, health impact assessment (hIA) and the development of local overviews.
The case studies of some of the Norwegian municipalities that are considered quite successful underline the importance of capacity building both at the system level and at the individual level. Anchoring of the hEiAP among policymakers also stands out as a critical factor. here, Struckler and Basu's (2013) argument may be useful. The advice to use macroeconomic approaches, e.g. calculating 'multiplier effects' to inform policymakers' decisions, should be seriously considered by public health workers.
It has been recognized for some time that a broad and integrated 'whole of government' or 'all policies' approach is crucial for any strategy that aims at reducing social inequalities in health. Many also recognize that national policies to reduce social inequalities in health are insufficient if they ignore the importance of regional and local policies. however, some of the contributions to this volume also explore the importance of the simultaneous, concerted action not only across government, but also across government levelsincluding, perhaps, international organisations -for the successful reduction of health inequalities. When all levels of government pull together in the same direction, chances of success increase, but when for instance the equality focus is 'passed on' from national to local authorities, without overlap in time, chances of success are likely to decrease.
